Ⅰ. Introduction
Trauma is the leading cause of death in those younger than 40 years [1] and is also the fourth leading cause of death in the Western world.
[2] A systematic and team approach to the initial management of trauma patients is widely accepted as the best approach to improving trauma care. [3] [4] [5] Despite the widespread recognition of the value of trauma teams to reduce mortality, the adoption and implementation of this approach has been variable. In 2007, a report by the United Kingdom National Confidential Enquiry into Patient Outcome and Death found that trauma teams were only available in 20% of hospitals and that a trauma team response was documented for only 59.7% of patients with injury severity scores (ISS) >16.
[2] Data from Australia in 2003 show that only 56% of adult trauma hospitals and 75% of tertiary pediatric hospitals which receive trauma patients provided a trauma team reception. [6, 7] In Korea, trauma is the third leading cause of death, [8] and according to a report by the Korea Health Industry Development Institute in 2005, the preventable trauma mortality rate was 39.6%. [9] Many hospitals have adopted the of the need to optimize the flow of patients through busy emergency departments (ED). [12] However, operation of a trauma code system requires many resources, effective communication between staff and faculty members of various departments, and adequate monitoring with feedback to continually improve the system. One promising approach for an effective trauma code system is using a computerized physician order entry (CPOE). CPOE is a process that physicians use to enter medical orders electronically. These medical orders are communicated over a computer network linked to a hospital information system with physicians, nurses, technicians, and other related staff in various departments. [13] In this regard, a CPOE may improve critical care pathways for diverse emergent medical conditions. We developed a trauma code program based on a CPOE system, called Trauma care through Efficient and Accessible Modal (TEAM).
This program was based on a predecessor program developed by our stroke team, called Brain salvage through Emergent Stroke Therapy. [14, 15] The object of the present study was to report the organization and operation of the TEAM program and demonstrate its usefulness by comparing time intervals from ED arrival to various evaluation steps before and after implementation of the program. 
Ⅱ. Methods
This was a prospective, before-and-after observational study from a single emergency department in an urban, academic tertiary care center with an average of 45,000 annual visits.
This hospital is located in a densely populated area of 40 km2 with an estimated population of 570,000 people (14,000/km2). During the study period, there were no closures of hospitals located in this area. In the ED, there are 30 beds (9 monitored beds), 1 triage room, 1 resuscitation room, and 1 room dedicated to procedures.
The ED is staffed by 11 emergency physicians 
TEAM program
Before the TEAM program, trauma patients were initially managed only by emergency physicians. Surgeons were involved after they had been consulted by the emergency physicians.
The system operates so that the initial consultation from the emergency physician is given to the duty resident of that surgical department. 
Implementation

Ⅲ. Results
Over a period of 6 months, TEAM was activated for a total of 17 patients. The average age was 33.7 years old. Pedestrian injury was the most common mechanism of injury. Results for disposition of the patients were variable for the post-TEAM group, while most of the pre-TEAM group patients were admitted to the intensive care unit (Table 2) . Notes: Data are expressed as n (%). 
Limitations
One limitation of the current study is that the results were from a single institution and thus based on a relatively small number of cases.
Therefore, the results cannot be generalized to other institutions, especially if a CPOE system is not utilized. In addition, this study was not designed to investigate whether a CPOE program could improve the clinical outcomes of major trauma victims in an ED. This study attempted to evaluate the time interval for various processes for major trauma patients arriving in the ED. In the future, the outcomes of trauma patients after implementation of a CPOE system will be analyzed in a multi-institutional study.
Conclusion
This study demonstrated that a standard CPOE program for trauma patients can be successfully Ⅴ. Acknowledgements
